Aggressive osteoblastoma is a rare primary bone neoplasm with the potential for local invasion and recurrence, but not for metastatic spread. Very few well documented cases have been reported in the jaws. A 25-year-old man presented with a gradually enlarging palatal mass of several months' duration. He reported that though generally asymptomatic, the lesion had recently become increasingly painful. The diagnosis from the incisional biopsy was "osteoblastic neoplasm." One month later, the patient underwent a partial maxillectomy. Histopathologic examination of the resection revealed a proliferation of large epithelioid cells with eccentric nuclei and prominent nucleoli associated with broad irregular deposits of osteoid and trabeculae of bone. Mitotic figures were uncommon and typical in appearance, whereas osteoclast-like giant cells were readily identifiable within an associated loose fibrovascular stroma. A diagnosis of aggressive osteoblastoma was made. Eight months after surgery, there was no evidence of recurrence. Earlier reports of gnathic aggressive osteoblastoma are reviewed and the distinguishing features from conventional osteoblastoma or osteoblastoma-like osteosarcoma discussed. CRANIOFACIAL FIBROUS DYSPLASIA. V. Woo, E. Herschaft, H. Akerson, N. Handoo, R. Danforth. U Nevada, Las Vegas, Sioux Falls, SD, U Iowa, Iowa City. Fibrous dyplasia (FD) is an unusual developmental condition caused by postzygotic mutations of the GNAS1 gene, resulting in persistent activation of the G protein-stimulatory subunit. Activation of the G protein complex leads to inappropriate maturation of osteoblasts and deposition of fibro-osseous tissue in place of bone. Various extraskeletal manifestations may also be seen. Diagnosis requires close correlation primarily between clinical and radiographic findings, with histologic confirmation desirable in some cases. Craniofacial FD is characterized by involvement of the maxillofacial bones and skull. The clinical presentation is frequently nonspecific, consisting of a painless facial swelling. Moreover, difficulties are often encountered in radiographic diagnosis because of overlapping anatomy and the varied radiographic appearance of FD in this region. We report an 11-yearold girl who presented with complaints of sinus symptoms and progressive facial asymmetry. Intraoral examination revealed marked expansion of the right maxilla. Panoramic imaging showed an indistinct radiopacity causing partial obliteration of the maxillary sinus. On cone-beam computerized tomography (CBCT), a classic ground-glass change to the bone was noted with extension into the antrum, zygoma, sphenoid bone, and orbit. Biopsy confirmed a benign fibro-osseous lesion composed of fibrous stroma with trabeculae of curvilinear woven bone.
Owing to the extensive nature of this patient's FD, nonsurgical treatment options are being explored. Craniofacial FD can present challenges from both a diagnostic and a management perspective. This case highlights the utility of advanced imaging, including CBCT, in evaluation and therapeutic planning for patients with this condition. Any amount of fibrosis in fatty marrow is pathologic, but occasional cancellous jawbone curettings show only viable bone and dense collagen, similar to that seen with periapical scars and fibrous mucosal scars. Some patients have reported dramatic chronic pain reduction with removal of the fibrosis. We describe a previously unreported lesion within jawbones. 321 cases and 100 controls (normal bone) were identified from a database of archival biopsies. Lesions were usually in the posterior jaws and in patients with an average age of 48 years; 76% were female (controls: average age 43 years, 69% female). At least 51% of lesions were located in previous surgical sites, 37% were painful; 83% showed ischemic/inflammatory changes in adjacent marrow, but this was mild. The fibrosis was dense and almost completely avascular in 84% of cases; 43% had Ն1 focus of infiltration by lymphocytes. Attached bone was always viable, and the etiology was not microscopically obvious except that 14% were associated with intramedullary foreign material, usually amalgam. Control cases showed no fibrosis of any type and were not associated with obvious ischemic or inflammatory conditions; differences between each lesional feature and controls were statistically significant at a level of P Ͼ .0001 (Pearson chi-square analysis).
INTRAMEDULLARY FIBROUS SCAR: 321 EXAMPLES OF
Conclusion. Focal regions of dense avascular fibrosis do occur within medullary spaces, possibly secondary to improper healing after surgery, but the etiology is unclear. We propose "intramedullary fibrous scar" as the appropriate diagnostic term. Clinical significance is unclear, but a sizeable proportion of cases are associated with pain, and therefore, this does not appear to be equivalent to the periapical scar.
RADIOGRAPHIC FEATURES OF ORAL BISPHOSPHO-NATE RELATED OSTEONECROSIS OF THE JAW. D. Cohen, I. Bhattacharyya, H. Dashti, R. Kuklani, S. Fitzpatrick, M.N. Islam, K. Magliocca. U Florida, Gainesville, U Indiana, Indianapolis. Objectives. To identify the salient radiographic features associated with osteochemonecrosis of the jaws related to oral bisphosphonate (BP) use (BONJ). A database was created and maintained at our institution over the past 3 years and was sponsored by Merck & Co.
Study design. A total of 35 well documented cases of BONJ were considered in the study. Radiographic images were obtained from the 29 cases that involved either jaw or adjacent tissues. Necrotic tori or mylohyoid ridges in x-rays from 6 patients were not considered to be relevant. Panoramic radiographs were the most common images evaluated with only a few periapical films or computerized tomography scans submitted. The radiographs were evaluated and radiographic features tabulated.
Results. Osteosclerosis limited to the alveolar process, widening of the lamina dura, expansion of the periodontal ligament space, bony sequestra, jaw expansion, radiolucencies, and peri-
